interested in holistic medicine, and how he had started a unit based at St Mary's which he described as 'an experiment in medical anthropology') he treated the section to a new idea: that there should be a basic core curriculum which anybody practising any sort of medicine needed to learn.
It came out, not as the three R's, but as the 10 Cs. First came the context in which the patient felt himself to be ill; he felt treatment had to be given in the same cultural context as the patient if it was to do any good. Communication was, inevitably, the second; third came the difference between caring and curing; and then the need to be critical of your own limitations.
He discussed the question of control, and said it was not always in the patient's interest to let him have total control -he may need his illness, need to let go of his autonomy. The other C's were the importance of being a catalyst, of understanding compromisetotal excellence just isn't always achievable; a recognition of the normal ups and downs of the cycles of health; and he finished on the need for curiosity.
Mr Roger Newman Turner is, among other things, a naturopath but very familiar with a wide range of complementary therapies and so peculiarly well qualified to speak on hopes that 'there's a place for us' in the NHS. He did not, however, go into many details of integration; rather he tried to explain many of the important elements in complementary medicine which make it an interesting useful adjunct to the orthodox. He took us, for example, through Hering's theory of cure, based on the concept that all cure comes from within; he discussed the unitary theory of McDonagh and other contenders -not all successfulfor credibility. Interestingly, he put paid to one widely held explanation for the efficacy of alternative techniques: that it is the impact of the practitioner which counts, that it is 'all in the mind'. Not so, says Mr Turner, the treatment matters most; he cited such examples as the use of acupuncture for pain relief in those with 'no-hope' diagnoses of spinal arthritis.
He, like the previous speaker, stressed the need for a basic training for everyone involved with patients, and looked forward to a scene where a patient was enabled to make an informed choice between various different methods of treatment. Research, he felt, was needed to refine therapeutic techniques, and to establish credibility for some disciplines currently Journal of the Royal Society of Medicine Volume 81 October 1988 615 outside orthodox medicine. There was, however, an increasing place for 'safe non-invasive and non-toxic solutions' to patients' ills. The meeting was enhanced by his selection of slides, which included not only beautiful pictures of some of the herbs used in therapy, but a cartoon of lemmings heading for a cliff, being talked out of it by the Samaritans.
Dr John Barlow is a north London GP who knows a good deal about 'alternative' practices: he goes to an osteopath himself and has read most of Dr Pietroni's work -much of which he disagrees with. He completed the triangular pattern of the meeting by playing devil's advocate. Deeply doubtful about holistic medicine -'a loose, well-meaning philosopy' -as any sort of substitute for the conventional kind, he also saw plenty of purely procedural snags. What about registration? How about liability? Who would insure the practitioners against malpractice suits -not, he had established, the Medical Defence Union? If a GP has to operate among a welter of different therapies, how will he know, for example, which herbal remedies should not be prescribed for a pregnant woman? He felt that cheap 'holistic' medicine could all too easily be offered to a gullible public in place of what they were entitled to; as 'a third world system for the first world' -simply because of its low cost: and finished with a salutary reminder of just how good a system our NHS can be.
On closing the meeting, Sir James Watt reminded us that the care of the patient was only equalled in importance by the need for the protection of the patient; and that the only complementary therapies likely to be involved in any sort of respectable relationship with orthodox medicine were the 6 that have stringent training programs of their own: homoeopathy, herbalism, acupuncture, osteopathy, chiropractic and naturopathy. Neither the NHS or anybody else was about to open the door to any 'alternative' that offerred. The evening had provided an enormous amount of food for thought, for a larger than usual audience; it was only a pity that there was, in the end, no time for discussion before the actual food was ready. The Royal Society of Medicine couldbe employedin many District General Hospitals, but where reconstructive surgery was contemplated, was best undertaken at the treatment rather than the referral centre.
Katharine Whitehorn
Mr R Mulholland (Orthopaedic Surgeon, Nottingham) recounted some of the experience in Nottingham with magnetic resonance imaging (MRI) in musculo-skeletal lesions. He showed examples of benign lesions such as aseptic necrosis of the hip and meniscal lesions in the knee, and a villonodular synovitis, and of soft tissue tumours -neurofibroma, malignant fibrous histiocytoma and malignant liposarcoma. Research on degenerate intervertebral discs showed a poor signal due to loss of water resulting from loss of, or degradation of proteoglycans. The distinction between the normal ageing process and the effects of mechanical stress could be made (e.g, degeneration occurred in Scheuermann's Disease in young adults, but not in congenital scoliosis). The incidence of these disc changes increased with age and such changes were not necessarily associated with any symptoms. Mechanical stress at a spondylytic level would produce such change and it was possible that such changes in the thoracic spine were a factor in producing Scheuermann's disorder. MRI evaluation is a valuable alternative to discography although it does not allow pain reproduction studies.
Several other examples of the diagnostic value of MRI in the spine were shown, using multiplanar views, including congested nerve roots and osteomyelitis. This was clearly a very promising technique. In the future MRI spectroscopy would develop.
Miss Pennock (MRl Research Unit, Hammersmith) spoke of her work on bone tumours in collaboration with the Middlesex Hospital. She drew attention to the complex nature of the choices of sequences and other parameters available to the operator and the way in which different types of images could give different but complementary information about the lesions. Extent of spread in the medulla was shown by the contrast between tumour and marrow so the distribution of red and yellow marrow (the latter giving a high signal due to its fat content) was of some importance. Developments were continuing and the method had already shown its value in the assessment of response to treatment. Miss Cade, in the chair for the last speaker, closed the meeting, thanking all the contributors.
It seems clear from the foregoing that future developments in orthopaedic radiology are going to be in a combination of a more widespread use of an established technique, bone biopsy under fluoroscopic control and by the introduction, where possible, of the new imaging technique, magnetic resonance imaging.
PM Bretland

Editorial Representative
Section of Radiology The Fifth International Symposium on the Planning of Radiological Departments (lSPRAD V) was held in Florence from 20 to 23 April 1988 under the chairmanship of Professor A Chiesa of Brescia. There was something for everyone in the field of radiology and also food for thought for clinicians were they to take note of present and future developments. There were great contrasts. A whole half day was devoted to the problems of the developing countries and examples given from Africa and Latin America of the enormous deficiencies in basic medical care, let alone radiology, in some of these countries. The few major cities had adequate, sometimes excellent provision for the richer inhabitants, but not for the poorer or rural people. About 70% of the world's population have no access to X-ray examinations of any sort and on average 40% of X-ray units are not functioning. In Africa it had been reported that there is one X-ray unit per 0.8 million people, mostly concentrated in cities, and one radiologist per 1-2 million.
The place of the World Health Organizationdesigned basic radiological system (BRS)in rural and peripheral medical services was demonstrated again again. This simple plain X-ray set with only a few mechanical inconveniences has a very advanced generator and optimal geometry. It costs less than a quarter of the price of today's current standard X-ray set and can run offbatteries for a time, although it is preferable to use a power supply. Its value is neglected by many, including the manufacturers. Any intelligent individual can be trained to operate it within a few weeks (minimum recorded is 8 days) and with the aid of simple manuals produce very good images.
At the other end of the range were the planning principles underlying the construction of departments having, for example, 2 computed tomography scanners (CT), 4 plain X-ray rooms, 2 fluoroscopy and one angiographic room with digital subtraction angiography (DSA), 4 ultrasound (US)rooms and a nuclear medicine (NM) department. Best part of another session was devoted to the problems of adding on a magnetic resonance imaging (MRI) facility with several ingenious (albeit expensive) solutions.
Many contributors emphasized the changing face of radiology over the last 10-15 years. Formerly the only advances on plain radiography were contrast media, fluoroscopy and simple angiography. Progressively, there have been introduced; ultrasound, interventional work of all kinds from drainage procedures to angioplasty, percutaneous nephro-lithotomy and lithotripsy, CT and MRI, close association with nuclear medicineand closeco-operation with endoscopy in its many forms. New plans had to be adopted to
